SUMMARY Two young adults presenting with acute lymphoblastic leukaemia (ALL) associated with hypercalcaemia and osteolytic lesions were both found to have T cell ALL. Hypercalcaemia is a rare feature of ALL and has not previously been related to T cell disease. Both cases, in some respects, resembled (age between 10 and 20 years and low white cell count) the few other previously reported cases. In one of our cases increased concentrations of vitamin D3 seemed to have a role in the pathogenesis of the hypercalcaemia.
M A LAFFAN,* J G TALAVERA,t D CATOVSKY* From the *Medical Research Council Leukaemia Unit, Hammersmith Hospital, and the tResidencia Sanitaria Tenerife, Canary Islands SUMMARY Two young adults presenting with acute lymphoblastic leukaemia (ALL) associated with hypercalcaemia and osteolytic lesions were both found to have T cell ALL. Hypercalcaemia is a rare feature of ALL and has not previously been related to T cell disease. Both cases, in some respects, resembled (age between 10 and 20 years and low white cell count) the few other previously reported cases. In one of our cases increased concentrations of vitamin D3 seemed to have a role in the pathogenesis of the hypercalcaemia. Hypercalcaemia 4 June 1986 dration. Investigations showed a haemoglobin concentration of 1[2 g/dl, a white cell count 6-8 x 109/l of (normal differential), platelets 156 x 109/l, serum sodium 136 mmol/l (136 mEq/l), serum potassium 4-8 mmol/l (4 8 mEq/l), serum urea 31 mmol/l (86 mg/100 ml), serum creatinine 316 pmol/l (3-6 ng/100 ml), serum calcium 3 01 mmol/l (12-1 mg/100 ml), and serum phosphate I 2 mmol/l (3-6 mg/100 ml). Abdominal ultrasonography, chest, abdominal, and hand x-rays all yielded normal results. Endoscopy showed gastritis and duodenitis. He was treated with rehydration and discharged one week later when calcium concentration and renal function had returned to near normal. He was readmitted a week later with vomiting and was once again found to be hypercalcaemic: calcium concentration was 3-01 mmol/l (12 18 mg/100 ml), haemoglobin was 8-3 g/dl, and white cell count 5-1 x 109/l. He was again treated with rehydration, and 10 days later his haemoglobin had fallen to 6 5 g/dl. A bone marrow aspirate showed ALL (more than 90% lymphoblasts) and he was transferred to Hammersmith Hospital for treatment.
The blasts were Sudan -black, periodic acid Schiff negative, and acid phosphatase positive with localised reaction product. Cell markers (terminal transferase (TdT) and OKT1 7) were positive and the monoclonal antibodies B4 and anti-HLA-Dr were negative. T-cell ALL was diagnosed. Biochemical tests on admission were: calcium concentration 3-2 mmol/l (12-9 mg/100 ml), serum phosphate 1-16 mmol/l (3 48 mg/100 ml), serum urea 9-3 mmol/l (25 8 mg/100 ml), serum creatinine 124 pmol/l (1-45 ng/100 ml), alkaline phosphatase activity 106 IU/1, serum albumin 39 g/l.
Laffan, Talavera, Catovsky Chemotherapy with daunorubicin, vincristine, and prednisolone was started, according to the UKALL X trial protocol. Three days later the serum calcium and renal function had returned to normal. Serum taken at the time of his admission showed parathyroid hormone activity to be 0-32 ,ug/l (within the normal range as in other cases of hypercalcaemia in malignancy); vitamin D3 concentrations were grossly increased at 187 pg/l (normal range 20-40) pg/l. Skeletal survey showed multiple lytic lesions in the skull (fig 1) , pelvis, and femora. CASE 2 A girl aged 15 years presented with intense bone and joint pains, especially in the sternum and long bones. Physical examination yielded normal results. Blood count showed a haemoglobin of 8-9 g/dl, platelets 100 x 109/l, and white cell count 4-4 x 109/l, with 5% blast cells. Bone marrow aspirate showed complete replacement by lymphoblasts which were periodic acid Schiff and peroxidase negative and positive,for acid phosphatase (localised reaction. X-rays showed multiple osteolytic lesions in the skull (fig 2) Laffan, Talavera, Catovsky parathormone production was the cause,' this has not been supported by subsequent observations. These cases and the previous reports emphasise that leukaemia, although rare, should be borne in mind as a cause of hypercalcaemia, even when the peripheral white cell count is normal. Raised concentrations of vitamin D3 should be investigated as a cause of hypercalcaemia in other lymphoid malignancies.
We thank Dr G Abey for estimating the vitamin D3 concentrations.
